MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 7 §63=048641

DEPARTMENT OF PUBLIC HEALTH AMD “ESW - ~
WNE Ao e e HER-o s te5

1. PLACE OF DEATH = - 2. USUAL RESIDENCE (Where decessed lived. If inntitution: Residence before

a. COUNTY - STATE b. CO admissi
Linn 8 IJIO LvE"Enn mission)
b. Cg:’ (1f outsida corporate limits, give TOWNSHIP only) Length of stay in 1b c CITY Inside Limirs

OR
TowN Marceline 5 dzvs oW Marceline Yol No 0

. FULL NAME OF {If NOT in hospiral, give location) Inside Limits d. STREET {If cutsida, give lacatian) Reside on Farm
HOSPITAL DR ADDRESS

WTTON gt Francls HOsp. Yo %D W, Curtis 0 N
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yaar

[Type or print} OF -
Louellp Stokes peaH  Dec. 18, 1965
5. SEX 6. COLOR OR RACE 7. Married O Never Married ] [B. DATE OF BIRTH 9. AGE ({a3t birthday) :D:NhDER 'IDYEAR ::UNDER 24 HR
. B # Min.
VJ Widowad R Divorced [ - ‘(n own 1890 73 N Ay lours I in

10a. USUAL OCCUPATION (Give kind of work dons | 10b. KIND OF BUSINESS OR INDUSTRY[ 11. BIRTHPLACE (Ciry and state or country) | 12. CITIZEN OF WHAT COUNTRY

during mﬁg&gg‘%“ihfae"n If ratired) Macon s Co . Mo . 18 . S.A.

STATE FILE NUMBER
Repistration District No. _

vS$ 300
Rev, 4/59

DATE AMENDED

132. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

———Seott Shatto Apna Club William (dee)
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. |17. INFORMANT Address

{Yeas, no, or unknown} { {If yes, give war or dates of servi

Ma Chzrles Shatto Marcellne, Mo
18. ' CAUSE OF DEATH (Enter only ane cause per ling for (2], 16], . INTERVAL BETWEEN

PART | DEATH WAS CAUSED BY: / . ONSET AND DEATH
’ IMMEDIATE CAUSE (s} .

DOCUMENT

) i
Cenditlom, if any, DUE 10 (b) W M/ W M Méﬁ#&lpﬁ
which gave rlas to . S
.boye c;u“ d‘.L M ‘ ‘ M .
fving " couse last |  DUE TO (c) Bt ?

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but notf relsted to the terminal PART .1\ If daceased was femala wa
. dissase conditien given in PART | {a} there a pregnancy in last 90 deya.

]DYel] [ Ne | [J Unknown

INSTEAD OF

19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOM[I]CIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | er PART 11 of item 18.)
ji. [m]

PERFORMED? ﬂm ﬁ d(

YES O No_ﬂ

20c. TIME OF Hour Month, Day, Year
INJU

595 R Seal 13 3

20d. INJURY QCCURRED hd 20e. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE

WHILE AT WORK 3 . form, facigry, sreet, offica bldg., efc.) 7 ,
R T My iy T i e Taee 7.

21. | artended the deceased from_ml?%—L. luwnd last uvd.?zynllve un_gao /J;
De?’n at. /D = ’4 m on the date stated sbove, and to the best of my knowledge, from the causes itated.

occurred
I 225, ADDRESS 22c. DATE SIGNED

B2 e D Fhrrsn 1l | P70 ol e Ml V0

234. BURIAL, CREMATION, | 23b. DATE ‘ 23¢c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Ciryf town, ar county) (State)
REMOVAL (Specify}

HIE . “E
24. FUNERAL ;P{RECTOR -l ? 21/196A[§JRESS pa rk Cem * 25. DATE RECD. BY LOCAL REG.H er QT'AR'E S?GNATUES gi
/&' b\. é 3 &-ﬂ_

James McLaughlin Msrceline, [0

{Licensed Embalmer's Statemant on Revarse Side)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

MEDICAL CERTIFICATION

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF. °

ITEM NO.




STATEMENT BY LICENSED EMBALMER

) hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

Student Embalmer No.

or by
working under my personal supervision.

Student

Signature of Student Embalmer

_ - Licensed Embaimer No.%

P. O. Addres:

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.




